Sir,

With the increasing use of femoral vascular catheter in intensive care unit (ICU), the insertion related complications of them are dealt seriously.\[[@ref1][@ref2]\] But, scarcity of reports about complications following removal of femoral vascular catheter encourage us to report two interesting, potentially fatal complications of femoral vascular catheter removal in end-stage renal disease (ESRD) patients. The importance of bedside ultrasonography (USG) after femoral vascular catheter removal has been stressed in this communication.

CASE 1 {#sec1-1}
======

A 22-year-old student was transferred to our ICU with hospital-acquired pneumonia with ESRD due to obstructive uropathy. On admission, he was conscious, haemodynamically stable, tracheostomised on mechanical ventilation and pale (haemoglobin 8 gm/dl). He had mildly deranged prothrombin time (3 seconds prolonged) and normal platelet count. He had left femoral dialysis catheter (DC) (12 Fr, 18 cm, Mahurkar) *in situ*. Since, the insertion site was erythematous, we removed DC. No oozing was visible. A new DC was placed in right femoral vein uneventfully under USG guidance. Two days later, patient complained of left thigh pain. His left thigh and groin area was found warm, tender and slightly swollen. Urgent bedside USG and Doppler of that region showed large haematoma (12×10 cm) just posterior to the femoral vessels with intact vascular flow \[[Figure 1](#F1){ref-type="fig"}\]. The patient developed septic shock with haemoglobin drop (6 gm/dl) on next day. In view of increasing groin swelling and impending compartment syndrome, surgical drainage was arranged. A large haematoma and pus was removed. Microbiology revealed growth of *Staphylococcus aureus*-sensitive to vancomycin from the pus and contemporary blood cultures. He showed clinical improvement within 48 hrs of intravenous vancomycin therapy.

![USG thigh of patient 1 showing 1) haematoma, 2) femoral vessels](IJA-56-425-g001){#F1}

CASE 2 {#sec1-2}
======

A 72-year-old obese retired nurse, with hypertensive heart disease and ESRD was referred to our ICU for extensive cellulitis of the left leg leading to septic shock. For invasive blood pressure monitoring, we put a right femoral arterial catheter (7 Fr, Certofix mono, B Braun) uneventfully under USG guidance. However, the patient recovered from septic shock within 3 days. Her haemoglobin, prothrombin time and platelet counts came to normal limits. Decision was made to remove the femoral catheter. After 2 days of removal of catheter, patient complained of right thigh pain. On palpation, some indurations were felt. A bedside lower limb USG showed a large haematoma anterior to common femoral artery, approximately 120-ml volume. A lower limb computed tomography angiogram \[[Figure 2](#F2){ref-type="fig"}\] showed a pseudoaneurysm from right femoral artery via catheter tract with haematoma. It was treated conservatively by USG-guided compression repair under follow-up of vascular surgeons. With treatment, the pseudoaneurysm reduced in size and no communication with femoral artery was detected.

![Computed tomography angiography of femoral vessels of patient 2 showing 1) common femoral artery. 2) dye leak through catheter track, and 3) pseudoaneurysm](IJA-56-425-g002){#F2}

COMMENTS {#sec1-3}
========

In our 1^st^ case, the onset of septic shock and haemoglobin drop drew our attention that the apparently benign looking concealed haematoma might be the source of sepsis. ESRD patients, due to impaired host immunity are predisposed to hospital-acquired infections.\[[@ref3][@ref4]\] The dialysis procedure also might increase the risk of bacteremia via contamination of dialysate or equipment/ dialyzer reuse, and water treatment.\[[@ref3][@ref4]\] This case highlights that a haematoma may be a source of sepsis and septic shock in addition to other pathways described by Jaber.\[[@ref4]\]

Regarding our 2^nd^ case, iatrogenic femoral pseudoaneurysm via the catheter track following femoral arterial catheter removal is very rare in reporting. Heparinization during haemodialysis, obesity, advanced age, and concurrent anticoagulant treatment for deep vein thrombosis prophylaxis may be important risk factors in our case. It is seen that ESRD patients are prone to bleed even with normal coagulation profile and platelets.\[[@ref5]\]

Probably the haematomas were precipitated due to femoral venous wall breach by wide bore (12 Fr) dialysis catheter or force of blood flow of femoral artery in presence of narrow (7 Fr) breach in arterial wall. Dysfunctional Von Willebrand factor leading to unrecognised vascular shear, uremic toxins and Prostacyclin I2 leading to platelet aggregation dysfunction in ESRD can be the possible mechanisms.\[[@ref5]\]

Both our cases are unique in the sense that we should be aware that catheter related complications can also occur at the time of removal in susceptible patients like patients with ESRD. Clinical examination of the site is essential and if required bedside USG and Doppler should be performed for early detection and management of life-threatening complications.
